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Systematic therapeutic pro-
cessing of traumatic cues utilizing ei-
ther flooding or implosive therapy
(i.e., Direct Therapeutic Exposure
(DTE), Boudewyns & Shipley, 1983)
has been hypothesized as the treat-
ment of choice for patients with Post-
Traumatic Stress Disorder (PTSD)
(Fairbank & Brown, 1987; Keane,
Fairbank, Caddell, Zimering, &
Bender, 1985). Research supporting
this thesis has been obtained from
single case (e.g., Fairbank & Keane,
1982; Keane & Kaloupek, 1982) as
well as group outcome studies (e.g.,
Keane, Fairbank, Caddell & Zimering,
1989). Overall these data demonstrate
that DTE can lead to considerable im-
provement in traumatized patients.
However, it is likely that even highly
trained behavioral clinicians do not
use DTE with all of their PTSD pa-
tients. Furthermore, it is not widely
known what criteria are used in de-
ciding to use DTE.

Behavior therapists are fre-
quently asked to make judgments
about treatment for PTSD patients
who present with varied symptom pic-
tures and levels of impairment (Fair-
bank, 1989). A particular PTSD pa-
tient may be judged unsuitable for
DTE for a number of reasons (e.g.,
therapist’s resources, the physical
health of the patient, patient’s ability
to meet the boundary conditions of
the technique, the presence of concur-
rent psychiatric diagnoses, etc.). Judg-
ments about whether to use DTE in
the treatment of PTSD are typically
based on the therapist’s implicit model
for change which takes into account
these interrelated variables. Ideally,
however, judgments about choice of
DTE for an individual PTSD patient
should be based on an empirical and
explicit decision making model. Thus,
the purpose of the present study was
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to identify the factors that expert clini-
cians consider in their judgments
about the appropriateness of DTE as a
treatment for PTSD. The goal was to
establish practical guidelines about the
suitability of DTE for PTSD patients.

As a first step toward estab-
lishing rules for judging the appropri-
ateness of DTE, a 23 item question-
naire! was designed to assess various
aspects of decision making by expert
behavioral clinicians who employ DTE
in the treatment of PTSD. Eighteen
psychologists, who are recognized na-
tionally for their use of DTE with
PTSD (as well as their training of in-
terns, students, and other profes-
sionals in the implementation of
DTE), were mailed the decision
making questionnaire. Eleven, or
61%, were returned.

Results

Overall, the respondents re-
ported using multiple sources of as-
sessment data in making decisions
about DTE treatment. Ninety-one
percent of the experts relied on the
clinical interview in deciding whether
to use DTE. Sixty-four percent uti-
lized information from a psychosocial
history, mental status exam, and in-
quiries into medical condition. Thirty-
three percent used data obtained from
psychophysiological assessments, and/
or the MMPI. Information deemed
most critical to obtain from these
various sources included: concise de-
scriptjons”of traumatic events, ruling
out of concurrent psychiatric dis-
orders and medical problems, ade-
quate patient motivation and potential

for comphnance, and patient report of

1Available from the first author.

cue-specific arousal. One of the more
signiticant findings of the present
study is the experts’ report that, over
the span of their careers, DTE was
employed in only 58% of the PTSD
cases encountered. It is important to
note, however, that the use of DTE
ranged considerably in this regard;
0% to 100%.

Factors which dissuaded the ex-
pert clinicians from using DTE in-
cluded: Marked psychological impair-
ment (e.g., co-morbidity involving
psychosis, poor cognitive functioning,
and depression; 91% of respondents);
concurrent character or substance
abuse disorder (27%); treatment non-
comphance (27%) inability to image
(27%); unresolved life crises (18%);
and poor physical health (18%). Pre-
vious failure with exposure treatment,
minimal re-experiencing symptoms
reported, and active compensation-
seeking were also cited by single re-
spondents as reasons for ruling out
DTE treatment. Relatedly, the re-
spondents reported the following pa-
tient characteristics which may rule out
the use of DTE (or lead them to use
DTE with caution): a history of impul-
sivity or suicidality (58%); personality
disorders, particularly antisocial and .
borderline personality disorder (33%);
and patient reluctance or defensive-
ness (17%).

Discussion

The results from the present
study are important for behavior ther-
apists who treat PTSD patients. First,
DTE is clearly not considered appro-
priate for all PTSD cases. For ex-
ample, stress inoculation training, sup-
portive psychotherapy were alterna-
tives noted. The decision to employ
DTE is commonly based on informa-
tion obtained via clinical interview and
psychosocial history. Patients need to
meet a fairly rigorous set of criteria.
The ideal exposure candidate can
provide a concise description of the
traumatic event(s), has no debilitating
concurrent diagnosis (psychiatric, Axis
I or II; or medical, e.g., heart disease),
possesses adequate motivation for
change, and has demonstrable psycho-
physiological reactivity to specific, re-
experienced, traumatic memories.
Conversely, unsuitable patients pos-
sess characteristics which could inter-
fere with the boundary conditions of
the exposure method (e.g., poor
ability to imagine, inability to tolerate
intense arousal) or lead to poor com-
pliance and/or treatment termination.

Figure 1 depicts a decision
making tree which incorporates the
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FIG 1 Decision Tree for the Use of DTE in the Treatment of PTSD

various factors deemed critical to deci-
sion making about DTE. The reader
should keep in mind that this model is
based on the expert respondents’ an-
swers to the questions posed to them;
the decision tree, in this regard, is not
theoretically derived, and is intended
for heuristic purposes. The assump-
tions are, however, that a detailed psy-
chological assessment has been com-
pleted (see Litz, Penk, Gerardi, &
Keane, in press), the patient is seeking
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assistance, and that there is a sound
therapeutic alliance (Fairbank &
Brown, 1987). The decision tree is in-
tended to provide the clinician with a
series of sequential questions that they
should pose about prospective PTSD
patients. Thus, for example, the ther-
apist should first ask themselves
whether a patient can tolerate intense
levels of arousal, (e.g., for medical
reasons) and then continue down the
tree.

The present study produced
clinically useful findings, and also sug-
gested directions for further empirical
efforts. Future research on DTE deci-
sion-making might also entail ob-
taining information from a larger and
more mainstream clinician group, that
is, behavior therapists in general, in
order to sample from a sizable and
more representative population. Im-
portant information can also be ob-
tained from using more realistic or
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analog methods, rather than a ques-
tionnaire format. Written PTSD case
vignettes or videotaped PTSD case in-
terviews could be reviewed by be-
havior therapists who are asked for
their judgments about the appropri-
ateness of DTE.

Research is also needed on
matching patient characteristics with
treatment modalities in the treatment
of PTSD. For example, it is important
to identify the patient factors that are
associated with success or failure when
using exposure based therapy as op-
posed to a skills training approach,
supportive psychotherapy, etc. Finally,
future studies should identify therapust
factors which might influence the de-
cision making process. Several of the
therapist factors which may be rele-
vant in terms of judgments about the
use of DTE are: coping resources
(e.g., ability to tolerate intense arous-
al), level of expertise, and confidence
in the theoretical underpinnings of
the technique. Future studies can help
identify therapist variables which are
critical in the use of exposure based
therapies.

This study represents an initial
step toward elucidating the factors
that are important in deciding
whether to employ DTE with PTSD
patients. Explicating these decision
making guidelines will assist behavior
therapists in their treatment selection
with traumatized patients. Informa-
tion of this nature is essential for pro-
viding these patients with appropriate
and maximally effective treatments.
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